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JLETTER TO THE EDITOR
“Do One, Teach One”: The New Paradigm in
General Surgery Residency Training
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kTo the Editor,
We read with interest the article by Picarella and colleagues and
their proposedmodificationof the classic paradigmused in surgical
training from “see one, do one, teach one” to “do one, teach one”1
and would like to provide a British perspective. The “see one, do
one, teach one” model of competence is based on the traditional
“master-apprenticeship” model of surgical residency training de-
vised by Halsted at Johns Hopkins Hospital in the late 19th cen-
tury.2 Although the “master-apprenticeship” model for surgical
training has been successful, it has gradually become outdated.
InAugust 2007 through implementation ofModernizingMed-
ical Careers (MMC), British postgraduate medical training was
restructured into a continuouspathwayof specialty training similar
to the CanMed System.3 Thus, within theUnitedKingdom,Halst-
d’s “master-apprenticeship”model of surgical training has now been
eplaced by a model of the development of competence in which
urgical trainees are assessed according to approved standards of the
ntercollegiate Surgical CurriculumProgramme (ISCP).4
The “do one, teach one” training paradigm proposed by
Picarella and colleagues is based on declining operative experi-
ence as a first assistant resulting from the restrictions in working
hours of doctors in the United States.1 They argue that trainees
btain valuable experience as a first assistant before progressing
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ndeed, the restructuring of postgraduate medical training by
MC has reduced the length of training in the United King-
om. Further restrictions in working hours through the com-
ulsory implementation of the European Working Time Di-
ective within the United Kingdom as the Working Time
egulations has also affected the operative experience of British
urgical trainees not only in general surgery5,6 but also in the
specialty of plastic surgery.7
We would like to highlight a “4-step approach” to teaching a
surgical skill taught on a 2-day Training the Trainers course,
developed by the Royal College of Surgeons of England 17
years ago.8,9 The 4 steps are as follows: (1) the trainer demon-
trates the skill, (2) the trainer explains as the trainer demon-
trates the skill, (3) the trainee describes the process as the
rainer demonstrates the skill, and (4) the trainee describes the
rocess as the trainee demonstrates the skill.10 By providing a
ocused method of instruction, this approach might offer a
olution for the reduced operative experience resulting from the
egislation restricting working hours in the United Kingdom,
urope, and the United States.
The Training the Trainers course uses a hierarchical concept,
nown as the “pyramid of competence” (Fig. 1), which was first
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Tdescribed byMiller as amodel for assessing competence.11 Each
f the 4 hierarchical layers represents a developmental sequence
rom “novice” to “expert.” The stage of “knows” is at the base of
he pyramid because it involves the factual recall of knowledge
nd provides the fundamental basis for being able to perform
ny skill competently. The surgeon should advance through the
igher stages of “knows how” (ie, competence), which repre-
ents the application of knowledge to problem solving and de-
ision making, and “shows how” (ie, performance), which re-
uires the surgeon to demonstrate this competence. The final
tage of competence is “does” and represents the surgeon’s per-
ormance in daily surgical practice (ie, action), which is at the
pex of the pyramid. Each level in the pyramid is assessed using
ppropriate methods, as shown on the right of Fig. 1.
We believe that the “4-step approach” might be a useful
djunct tomore effective teaching and learning of a surgical skill
nd demonstrating competence in surgical training. Although
icarella and colleagues have suggested a useful modification of
n outdated concept, their solution might be further enhanced
y implementation of the “4-step approach” used during the
raining the Trainers course.
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